Rationale: Physical activity can reduce the risk of chronic illnesses, frailty and deterioration of cognitive function in older adults yet few older adults meet recommended levels of physical activity. To increase engagement in physical activity, there is a need to better understand acceptability of physical activity interventions for this population. Objective: This article presents a systematic review and meta-synthesis of qualitative studies of independently living older adults' (!65 years old) experiences of physical activity interventions in nonclinical contexts. Methods: A systematic search yielded 2612 papers, of which 14 met inclusion criteria, and were synthesised using Thematic Synthesis. Inductive line-by-line coding led to the derivation of descriptive themes. An overview of the coded text allowed cross-case and within-case comparisons where both patterns and anomalies became apparent, informing the generation of analytical themes. Findings: Older adults emphasised fun and enjoyment of social interaction as a motivation to be physically active. Retaining these social bonds could be important for maintenance of physical activity beyond an intervention. Doubts about capabilities or the necessity of moderate physical activity in later life were dispelled through experience of valued short-term functional and psychosocial outcomes. Relating these positive outcomes to being more active increased the perceived value of physical activity. Increased awareness of own capabilities within physical activity interventions translated into older adults being more physically active in other areas of their lives. Focusing on the role of physical activity in improving long-term health is unlikely to encourage participation of many older adults. Conclusions: To increase engagement, interventions should focus on physical activity as a fun, sociable, achievable pastime for older adults with relevant short-term benefits.
Introduction
Physical inactivity is the fourth highest risk factor for mortality worldwide after high blood pressure, tobacco use and high blood sugar, ranking above obesity (World Health Organisation (WHO), 2010a). It is implicated in many illnesses, including cardiovascular diseases, type 2 diabetes and some cancers, which can lead to impairment, disability or death (WHO, 2010a) . Guidelines recommend that older adults (65 þ years) engage in at least 150 min moderate (or 75 min vigorous) physical activity per week, and muscle-strengthening activities on at least two days a week (WHO, 2010a) . However, the global trend is that older adults engage in less physical activity than younger adults and that this gap increases with age (Hallal et al., 2012) . The 2012 Health Survey for England shows that only 7% of females and 13% of males aged 65 and older reported meeting all the recommended physical activity guidelines (Scholes and Mindell, 2013) .
With the population over the age of 65 years increasing, it is imperative to find ways to increase healthy life expectancy to reduce the impact of morbidity on public funding and to improve the quality of this extended life (McPhee et al., 2016) . Increasing physical activity in older adults can result in large increases in health benefits, improved mood, improved self-esteem and quality of life (Rejeski and Mihalko, 2001 ). Furthermore, physical activity has been shown to help maintain physical and cognitive function, thereby reducing the risk of falls and dementia, both major obstacles to retaining independence (UK Department of Health, 2011) .
The low levels of participation in physical activity in older adults suggest that their wants and needs are not being met in the provision or promotion of physical activity. There is some evidence that behaviour change techniques (BCTs) for use in the general adult population may not be optimal for use with older adults. For example, reviews examining BCTs for increasing physical activity in the general adult population found interventions including selfregulation techniques such as goal-setting (Michie et al., 2009) and action planning (Williams and French, 2011) to be effective. In contrast, interventions including BCTs to prompt these selfregulatory functions resulted in smaller increases in self-efficacy and physical activity in older adults than interventions that do not include these components (French et al., 2014) . French et al. (2014) suggest this may be due to decreased executive function in older age resulting in more effort being required to plan or control behaviour, or alternatively that the content of the BCTs may not seem relevant to many older adults (e.g., planning physical activity around full-time work/childcare). Furthermore, the specific type of physical activity itself may be key, as some interventions such as walking groups have proven more efficacious in promoting physical activity for older adults than for the general adult population (Kassavou et al., 2013) . This may be due to the relative ease of walking and the social aspects of group activities.
Qualitative evaluation of the experience of interventions is encouraged by the MRC Framework for Developing and Evaluating Complex Interventions (2008) in order to increase feasibility and acceptability. The value of qualitative evidence in systematic reviews is increasingly recognized in relation to informing health policy and practice (Noyes et al., 2008) . Meta-synthesis is a useful approach to optimize learning from existing qualitative studies as it breaks down individual study findings, analyses patterns and relationships between studies, and develops insights by interpreting the whole in light of these patterns.
One recent meta-synthesis of 132 studies identified barriers and facilitators to older adults engaging in physical activity (Franco et al., 2015) . Six themes were produced: social influences, physical limitations, competing priorities, access difficulties, personal benefits, motivation and beliefs. This informs us of the specific issues older adults experience around participating in physical activity. However, this review is less helpful in identifying how to translate this into effective interventions because of the surface approach taken in aggregating study findings. Without deeper analysis of the origin or impact of issues and ways to address them, a large gap remains in the knowledge base of what can be done to engage older adults in physical activity. Further, the inclusion of clinical and non-clinical populations within the review does not consider the impact that different contexts can have on motivation to participate in physical activity (e.g., recovery or prevention versus pleasure) as well as different barriers to be overcome (e.g., lack of autonomy in long-term care) and may obscure patterns that would otherwise be more apparent.
The present review is the first in-depth meta-synthesis considering factors of acceptability in non-clinical older adults. As such, it allows for a deeper investigation of the psychological barriers faced by older adults without viewing the issue through the lens of a medical condition that may add specific drivers/barriers to engaging in physical activity that others without such a condition do not relate to. This study aimed to establish what the consolidation of existing qualitative evidence on non-clinical older adults' experiences of interventions to increase physical activity could tell us about factors of acceptability within this population. This review allowed us to provide new insights from a broader range of older adults than could be feasibly accessed through primary qualitative research. By increasing understanding of what makes interventions to increase physical activity for general health and wellbeing acceptable, this study could have far reaching applicability for building resilience across the wider older adult population, rather than reacting after the fact to issues of frailty or rehabilitation.
Method

Inclusion criteria
(a) qualitative or mixed methods studies with a qualitative component reporting experiences of any intervention to increase physical activity whether in a randomised control trial or not; (b) all participants 65 years or older in line with the World Health Organisation's definition of older adult in relation to physical activity (WHO, 2010a); (c) all participants independently dwelling in the community, (d) paper written in English. Papers were excluded if: (a) there was no physical activity intervention; (b) the physical activity intervention was for condition specific prevention, rehabilitation or disease management; (c) there was no qualitative report of experiences of intervention.
Literature searching
The following databases were searched for both published and unpublished literature: Amed, Cinahl, PsycINFO, and Ovid Medline (R) (see Appendix 1 for full search terms). The systematic literature search identified 2611 potential papers after duplicates were removed via Endnote. The first author screened the titles and abstracts of these papers, excluding any obviously irrelevant papers. Of the 339 papers screened at full text 166 were excluded by the first author on basic criteria of language, age, and residence where this information was unavailable in the abstracts. Of the remaining 173 full text papers, 98 were independently double screened by a co-author (k ¼ 0.89), whilst the rest were discussed within the research team to ensure that the final selection of studies into the review was undertaken by more than one author (Higgins and Deeks, 2008) . Backward and forward searches of included papers revealed a further paper. A total of 14 papers reporting 12 independent studies were included (see Fig. 1 ). None of the authors had connections to any of the studies in the included papers. Ethical approval was not required as this was a synthesis of existing qualitative studies.
Quality appraisal
The Critical Appraisal Skills Programme (CASP) Qualitative Checklist (CASP, 2013) was used independently by two reviewers to assess the quality of the included papers, as it was devised for health-related qualitative research. Appraising qualitative studies determines the trustworthiness of the papers to be included in a systematic review (Dixon-Woods et al., 2004) and enabled identification of papers with stronger methodology and reporting to be given more weight within the synthesis. Studies were rated on their value provided in furthering understanding in the field, as well as on the methodology and reporting (see Table 1 ).
Data extraction and synthesis
This study employed Thematic Synthesis (Thomas and Harden, 2008) , a three-step approach developed within the arena of public health and health promotion to address questions of efficacy and acceptability of interventions. The steps are: (1) Coding Text; (2) Developing Descriptive Themes; and (3) Generating Analytical Themes. All text under Findings/Results was extracted for coding onto standardised data extraction forms, with raw data quotations and author interpretations treated equally as primary data (Thomas and Harden, 2008) . The first author immersed herself in the data by reading and re-reading the extracted data. Inductive line-by-line coding of meaning and content was conducted and a database of the potential descriptive themes was developed. As each subsequent paper was analysed, potential themes were merged or split, or new themes created, as necessary.
The descriptive themes and sub-themes were then organised hierarchically, forming a coding manual (provided in Appendix 2). Two reviewers applied the coding manual to unannotated copies of the extraction forms to ensure accuracy and validity of the themes (Boyatzis, 1998) . The descriptive themes identified what issues were relevant to the older adults' acceptability of physical activity. To generate the analytical themes the studies were looked at as a whole in relation to the research question, and the barriers and facilitators inferred by the descriptive themes (see Appendix 3). All coded data from each study were entered into a spreadsheet allowing comparisons of the content of descriptive themes between and within studies to produce a more coherent and deeper interpretation of the data. This exploration of patterns and anomalies allowed development of the analytical themes in an iterative cycle until they were apparent across all studies in the synthesis, sufficiently explained all descriptive themes, and answered the research question.
Results
The 14 papers included in the meta-synthesis covered 12 studies across 5 countries: USA (7), Australia (3), UK (2), Canada (1), and Chile (1). Six studies reported on interventions as part of individually controlled trials. The remaining six interventions were set up for the study with no control group, or as part of cluster trials where participants would not be allocated to a control condition. In seven studies, the interventions involved some form of strength/resistance training, either on its own or in combination with other physical activities. One study used only yoga and another only tai chi, whilst three were physical activity promotion interventions Adherence to a physical activity intervention among older adults in a post-transitional middle income country: using existing community-based physical activities (see Table 1 ). The meta-synthesis produced six descriptive themes: Attitude toward physical activity; Value of social interaction; Understanding older adults' needs; Feeling good; Managing expectations; Keep at it. From these four inter-related analytical themes were identified: the Role of Perceived Value; Enjoyment is Key; Impact of Experience; Delivery is as Important as Content (see Fig. 2 ). These themes illustrate factors affecting acceptability of physical activity interventions for older adults. Author quotes reported in the results are denoted with [A] after the quote, all other quotes are from participants in the primary studies. Age and gender of participants is not given as this information was absent from quotes in many studies.
The role of perceived value
The perceived value older adults placed on engaging in physical activity largely affected the acceptability of such behaviour. Older adults' understanding of benefits that could result from engagement directly affected this value. Appreciation of physical health benefits was apparent across most studies to some degree, particularly: maintaining or improving functional ability 'I joined as I have arthritis and I heard that yoga is good for arthritis' (Patel et al., 2011) and prevention: 'It also means that later on I may not need surgery or drugs' (Dionigi, 2007) . Whilst many older adults appreciated the mental health benefits of engaging in physical activities: 'I'm sure if I stayed here, and didn't take any exercise, my mental state would be very poor' (Fox et al., 2007) , there was no evidence of awareness of the cognitive protective benefits.
Some participants seemed to have lower perceived value of physical activity due to doubts about their capabilities, or fear of causing themselves harm, particularly if they were unfamiliar with it: 'With my arthritis and a bad hip, and a bad heart, I just don't know how much I can take' (Schneider et al., 2003) . There were also (Dionigi and Cannon, 2009 ). Doubts about the need for physical activity were also apparent in those who felt they were healthy enough: 'Really, because I must have been doing something right or I wouldn't be in such good health' (Schneider et al., 2003) . Others felt that low levels of day-to-day activity was enough for older adults, suggesting a low perceived value of older adults engaging in physical activity as an activity in itself: 'Tasks of daily living were frequently thought to be sufficient activity to gain physical activity benefits' [A] (Grossman and Stewart, 2003) . Maintaining independence through taking control of one's own health seemed to increase the perceived value of engaging in physical activity: 'So it's terribly important that I look after myself so I don't become a burden to my children' (Henwood et al., 2011) . The desire to remain an active family member also played a part in the perceived value of engaging in physical activity: 'It seems to be people have children later than they did when we were young. As did our son. So as a grandparent to look after these young things you become responsible for lifting them' (Henwood et al., 2011) .
Perceived value of engaging in physical activity was also impacted by associations with trusted organisations: 'You suspect they have worthwhile activities' (Hildebrand and Neufeld, 2009) or interactions with health professionals: 'I joined because of my doctor' (Gillis et al., 2002) . Medical supervision seemed to increase value through increasing the perceived safety of the intervention, particularly for those who had doubts about physical activity being suitable for them. However, the perceived value within the intervention did not always translate into maintenance of physical activity after the study: 'I would like to have that same kind of commitment to the new exercise classes but I don't … I don't absolutely have to go to the other exercise classes in the same way' (Sims-Gould et al., 2012). It is important therefore to ensure that the increase in perceived value is preserved or transferred to community-based engagement in physical activity when the study ends, in the context of older adults' lives and their other commitments.
Different levels of priority were given to competing commitments depending on the level of perceived value bestowed upon them: ' … you place a higher priority on being a grandmother, that's what I think' (Garmendia et al., 2013) . The level of perceived value given to physical activity could explain why some will manage to incorporate physical activity into their lives, even when they would rather not: 'I find it hard to fit in physical activity. I don't like not to do any, because I value my health …. so I do some exercise, but it's a chore really, I don't find … I particularly want to do it' (Sims-Gould et al., 2012). For some, upholding an obligation was highly valued and so incorporating a sense of obligation into their physical activity routine increased the likelihood of their engagement: 'I don't fear much at this old age so only obligation will get me moving and that's why I joined this [exercise program]' (Sims-Gould et al., 2012).
Enjoyment is key
Many participants found physical activity fun: 'I think we enjoyed everything about it you know and various little things cropped up at different times which could make you laugh' (Fox et al., 2007) . Enjoyment of social interaction was apparent, particularly for those who found solo activities boring: 'Definitely the class one was better because of the other people there as well' (Stathi et al., 2010) . Anticipated enjoyment of social interaction was a motivator: 'I thought it would be a chance to make some friends' (Hildebrand and Neufeld, 2009 ). Becoming more integrated into their local community was raised, as well as belonging in a broader sense: 'I'm enjoying it …. I think it makes you feel as though you're part of the world' (Dionigi, 2007) . This was particularly noticeable in light of changes to lifestyle or to offset a loss: 'I had retired and I didn't like it very much. It was quite an adjustment, I went into a deep depression …. So I saw the ad and I thought, this is going to help me … ' (Sims-Gould et al., 2012). Another factor for those who expressed enjoyment was the pleasure of engaging in something novel instead of perhaps what they were expected to be doing: 'Something new for "the Goldens" to do together instead of just playing Bingo' (Patel et al., 2011) .
Intrinsic enjoyment of a wide range of physical activities was apparent for both men and women across all ages: 'It feels good to stretch and perform movements' (Beaudreau, 2006) . However, participants who had declined recruitment to a physical activity intervention after an induction appeared to enjoy physical activity less: 'Oh, I think it's dull' (Schneider et al., 2003) . Gender differences were apparent regarding enjoyment of different components of physical activity interventions. Men seemed to particularly enjoy a more competitive atmosphere with generally more vigorous activities than women (Sharon et al., 1997; Gillis et al., 2002) , although one study did find that older men also wanted 'help to find ways to make exercise more enjoyable and fun' (Gillis et al., 2002) . Women seemed to find moderate, sociable activities optimally enjoyable and acceptable, even wishing for assistance to create a buddy system. Enjoyment of related psychosocial outcomes was commonplace across the studies with many reporting increased confidence and reduced anxiety: 'I'm more contented with my own self' (Fox et al., 2007) . Increased feelings of well-being were often experienced immediately after engaging in physical activity: ' … you finish feeling quite invigorated, though tired … it's positive … you feel your whole body is alive!' (Dionigi, 2007) .
The impact of experience
Positive physical activity experiences increased the perceived value of physical activity: 'It has become something which we want to incorporate in our lives, and it's made us much more conscious of the merits of exercising and the outcomes that one can get' (Dionigi, 2007) . Pleasant surprise at their own achievements was noted: ' … you felt like, 'Look what I'm doing!' (Sharon et al., 1997) . The increase in self-efficacy from first-hand experience increased the value of activities previously perceived as unachievable:
'First I thought I will not be able to do yoga, as I could not sit on the floor and could not get up, but now, I can easily sit on the floor on the mat and am able to get up on my own without any help' (Patel et al., 2011) .
Initial misgivings about novel activities (e.g., perceiving a gym as 'a torture chamber' (Dionigi, 2007) ) gave way to enjoyment after personal instruction and experiencing the benefits: 'Oh, I love it! I feel better … I'm going to do it forever' (Dionigi, 2007) . Providing opportunities for older adults to safely experience novel physical activities appeared to increase self-efficacy. This theme then transferred to activities in daily life via objective feedback on performance (e.g., how much weight lifted in strength training), which backed up subjective experience of outcomes (e.g., increased ability to perform daily tasks):
'normally I lift two pavers and I noticed the other day I was carrying a bucket with four in it … So I know that I can lift more at the gym, so therefore my brain says, "Well I can lift more here" [at home]' (Dionigi, 2007) .
Acknowledging the role physical activity played in improved function or resilience to injury was an important factor in increased awareness of the effect of inactivity (rather than just aging): 'I had a bung shoulder for 30 years. I didn't know whether I'd be able to do it or what! But now, well you know, within two weeks of starting it [the shoulder] was on the way to repair' (Henwood et al., 2011 ). Increased energy was also an important effect, which seemed to surprise some participants: 'I mean normally I make a cup of tea, get the paper, sit and read it from cover to cover and put off doing anything as long as possible. Now I race around, eager to get here' (Henwood et al., 2011) .
For some, perceived value could be increased so greatly through first-hand experience that physical activity was carried out even when enjoyment and psychosocial benefits were absent:
'I have joined the gym in my own right. It is a bit lonely, last week I was on my own but it is good because it continues this terrific strengthening of my legs that came from the programme. I do not enjoy it, and I do not feel good after it for some reason or other, always have that feeling low. Do not know why, does not exhilarate me, maybe because when the instructor was there, I had someone to motivate me and other people around. When you go to big place all by yourself, it is a bit miserable. Still persevere because it is good and keeps the old legs mobile' (Stathi et al., 2010) .
This highlights the importance of the social element of physical activity for older adults, and a focus on building and retaining the social bonds may help overcome such issues when an intervention ends. Unsurprisingly in light of the above, many older adults wish to remain in the familiar setting that the intervention took place in, rather than seek out a new physical activity environment, which could explain why an effective study may not translate into realworld increases in physical activity levels: 'If they were prepared to keep the classes on here, we would come indefinitely. We shall certainly volunteer if they need anything for the future' (Stathi et al., 2010) .
Delivery is as important as content
How a physical activity intervention was delivered affected the experience older adults have of engaging in physical activity, which in turn affected both the value and enjoyment of such engagement. It was important that the person delivering the activity was seen to have sufficient training to allow older adults to take part without fear, particularly if they had a health condition: 'I wondered if I'd be supervised well enough that with my osteoporosis and my fractures that I wouldn't get into anything that might give me another fracture' (Schneider et al., 2003) . Sensory or cognitive impairments may cause barriers to older adults engaging in physical activity: 'One third of the sample mentioned failing eyesight and poor hearing as interfering with physical activity, including walking' [A] (Grossman and Stewart, 2003 ). An understanding of the impact of such impairments is also necessary for acceptable delivery of a physical activity programme for older adults: 'her repeating is good' (Beaudreau, 2006) . Components of interventions used for self-report of behaviour, such as activity logs or diaries, were often seen as onerous or unpleasant: 'I think maybe the logs are the least pleasant, but maybe the most important thing. I know somebody who dropped out said they hated doing those logs' (Gillis et al., 2002) . If such tools are perceived as onerous generally, the burden may be even greater for those with cognitive impairment.
Older adults found incremental program increases that gradually raised their self-efficacy highly acceptable. This collaborative approach empowered older adults to engage in physical activity on their own terms, whilst safely challenging self-limiting expectations:
'They were very careful not to overstretch us, certainly at the beginning. Everything was on the basis of "don't do more than you feel you can do". Then gradually, they increased the pressure on us to do more and feel that we should go on until we felt that's enough. So gradually, we were building up the strength to lift, to pull, and to push more' (Stathi et al., 2010) .
Another important aspect of delivery was accessibility. For many older adults the closer to home a physical activity took place, the more acceptable it would be, although there could still be obstacles: 'poor sidewalks presented a problem for them. Roots, curbs, overgrown shrubs, and dog leashes were of concern' [A] (Grossman and Stewart, 2003) . Keeping costs to a minimum was important as many older adults have limited incomes: 'I don't have any money and she told me that there would be no charge. Anybody would take that offer' (Schneider et al., 2003) . Many older adults had a variety of caring, working, volunteering, social and medical routines impacting on their availability: 'Because of the increased time we need to get ready in the morning with foot care, diabetes routine, and compression hose, it takes 2 to 2½ hours to get anywhere' (Hildebrand and Neufeld, 2009 ). There may be a need for greater instrumental support to get older adults to initially engage in physical activity:
' … we've always thought it was something we should be doing. We haven't quite known how to go about it, we haven't sought guidance, this [program] has given guidance of what to do, how to do it, and all the detail, and provided us with the facility' (Dionigi, 2007) .
One paper reporting on a physical activity recruitment intervention found that proactive face-to-face strategies such as recruitment drives with immediate sign-up opportunities, individual discussions and personal invitations were far more effective than reactive strategies such as fliers and newsletters: 'I signed up because you were here and we talked about it. I think that if I had gotten bulletins in the mail I may not have signed up' (Hildebrand and Neufeld, 2009 ). This suggests that when older adults are given the time and opportunity to discuss their individual needs and seek reassurance, that increased engagement in physical activity can be facilitated.
Discussion
The aim of the present review was to identify the factors of acceptability of physical activity interventions in the non-clinical older adult population. The review found that older adults are often motivated to engage in physical activity as a way to increase their social connections, particularly at transitional times in life such as retirement. Promoting fun rather than just health and fostering social interaction within interventions can lead to older adults' enjoyment of physical activity programmes, distinct from intrinsic enjoyment of physical activity itself. Implementing interventions in existing community-based programmes allows retention of social bonds post-intervention and removes transitional barriers. The perceived value of physical activity is increased by encouraging awareness that personally relevant psychosocial and physical benefits being experienced are a direct result of becoming more active. A programme delivered by trusted professionals with some one-to-one attention and collaboratively agreed incremental increases to safely challenge any self-limiting expectations is highly acceptable to older adults. Increased confidence in their capabilities within physical activity interventions often translates into increased physical activity in other areas of older adults' lives.
This review also shows how optimally acceptable physical activity interventions can be designed and delivered through modelling the dynamic relationship between these factors. The model generated from the findings suggests that acceptability hinges on the perception of enjoyment that can be had from being more active, and the perceived value of being more active (see Fig. 3 ). Enjoyment is separate to perceived value as it was seen as a distinct motivating factor both for engagement and maintenance of physical activity. Enjoyment and perceived value are affected by the first-hand experiences older adults have of engaging in physical activity. Those promoting or delivering the intervention directly impact on older adults' experience of physical activity and consequently the enjoyment and value they perceive from being physically active. Increasing enjoyment and/or perceived value of being more physically active increases the acceptability of engaging in physical activity.
This review suggests that a health-based message may not be optimal for the non-clinical older adult population when it comes to increasing their physical activity levels. Although for some health is indeed a motivation, many older adults who are aware of the health benefits of being physically active still do not value physical activity enough to engage in it. Therefore simply providing information on health benefits as suggested by Franco et al. (2015) would not appear to be an effective route to increase physical activity levels. However, there appears to be a lack of knowledge on the protective cognitive effects of physical activity and so this information may be useful, particularly for those who do not perceive themselves to be in need of physical health benefits. Some older adults place a low value on structured physical activity, believing that their daily living tasks deem them active enough (Grossman and Stewart, 2003) , which may be influenced by a lack of intrinsic enjoyment of physical activity (Schneider et al., 2003) and so other routes to engage older adults are also necessary. In agreement with Franco et al. (2015) , this study shows the importance of social interaction for older adults, but it goes further in suggesting that fun and social interaction should perhaps be the focus of physical activity interventions for non-clinical older adults, as this may be more acceptable and relevant to them and they will still reap the health benefits.
Small functional and psychosocial improvements can go unnoticed if attention is not drawn to them (Grant, 2008) or be seen as the outcome of something other than increased activity (Dionigi and Cannon, 2009 ). This review shows that increasing awareness of personally relevant benefits may help to increase acceptability of physical activity. This may be due to being able to identify a greater number of reasons for being active, as it has been suggested that this is related to higher levels of physical activity in older adults (Burton, Lewin & Boldy, 2011) . Illness prevention is often couched in terms of risk, yet if individuals do not feel at risk of conditions that are helped by being more active, or that there is no point in Fig. 3 . Interplay between factors of acceptability of physical activity interventions for older adults. becoming active in older age (Dionigi and Cannon, 2009 ), then they may be less inclined to increase their physical activity levels. Looking beyond health, fear, and risk allows for a wider range of older adults to be targeted more effectively.
Strengths and limitations
Using rigorous and systematic methods ensured a broad range of concepts were captured and allows replication of the searches. As the aim of a meta-synthesis is to explain why a phenomenon is occurring, purposive sampling in an attempt to reach conceptual saturation is employed, rather than the exhaustive searching used for a meta-analysis, where reduction of bias is key (Thomas and Harden, 2008) . However a systematic and explicit search strategy was employed together with quality appraisal of the included studies in line with standard qualitative practice (Noyes et al., 2008) . Whilst the nature of qualitative research has limitations of generalisability, a meta-synthesis gives a depth of understanding across more diverse populations, thereby giving a wider reach than could be achieved in a primary qualitative study. Only including adults aged over 65 years ensures that the findings are wholly relevant to the older adult population. Only including studies reported in English from predominantly developed world countries may have resulted in a narrow view of cultural factors of acceptability. Only including studies where experiences of a specific physical activity intervention was apparent ensures that the older adults were speaking from their own recent experiences, however only four studies included data from non-adherent or declining participants and so there may be further factors of acceptability related to these groups that have not been considered. Some included studies gave vague methodological information or conducted basic analysis (as noted in Table 1 ). Most did not report consideration of the impact of the researcher/participant relationship. Most studies omitted participant socioeconomic status (SES) data, although many referred to physical activities associated with more affluent demographics (e.g., golf, tennis). The lack of SES data is a limitation as low SES status infers more barriers and greater health impacts from inactivity (WHO, 2010b) and establishing factors of acceptability within this demographic is important. The majority of the studies looked at structured gym or classbased physical activity, and not easily accessible lifestyle or recreational activities such as walking, cycling or dancing. Little to no information was given on the BCTs used within the studies or what the older adults' experiences of them was. Although some mentioned feedback and activity logs, it is not clear whether these were being used to inform behaviour change or merely measure it. As a result there were insufficient data in this study to inform acceptability of BCTs related to physical activity for older adults.
Implications for interventions
Enjoyment of social interaction was central to most of the studies and when absent, was keenly felt. High enjoyment of social outcomes overrode apathy toward physical activity, denoting an important promotion factor beyond extolling the health benefits of physical activity. The social bonds formed also appeared to strengthen the perceived obligation towards the group, a motivating factor in itself. Encouraging social interaction within programmes and promoting the social aspect may be particularly beneficial for isolated individuals or those experiencing a transition, such as retirement or bereavement. Using existing community-based physical activity programmes to implement interventions rather than research/medical facilities allows the social bonds, and therefore the motivation, to be retained and could encourage maintenance after the intervention ends. This also allows older adults to continue their behaviour in a familiar setting, removing transitional barriers of orienting to new schedules, people, equipment, terminology and any obstacles that this may entail.
Future physical activity interventions should promote a wide range of fun and accessible physical activities to older adults, as with greater choice they are more likely to find something they enjoy and/or value. Proactive strategies such as face-to-face recruitment where trusted, knowledgeable professionals can give advice (e.g., at taster sessions) may help to dispel misconceptions about capabilities and allow older adults to feel safe enough to take part, particularly for novel physical activities or after changes in ability. Association with reputable institutions instils trust and increases value, so collaboration between research, medical, physical activity professionals and respected entities, e.g., charities relevant to the target population, may increase acceptability.
Including objective feedback on performance (e.g., steps taken, weight lifted) and helping older adults to relate this to their everyday physical outcomes (e.g., improved function, better sleep), may increase the value of engaging in physical activity in those who do not find it intrinsically enjoyable. Noting when aspects of function and strength are regained can help to correctly attribute their loss to inactivity rather than age itself, again dispelling misconceptions.
Furthermore, relating maintenance or improvement of physical function to valued issues such as independence, or being able to safely and actively look after grandchildren may help to increase motivation to engage in physical activity as these are perhaps more personally relevant than numbers on a medical measure. Highlighting such relationships may also increase the level of priority given to physical activity, and reduce the perception of family duties as competing commitments.
A collaborative and incremental approach to increasing physical activity levels or intensity seems more acceptable to older adults. Older adults should be encouraged to go at their own pace, but should also be supported to increase intensity or duration when they are able to do more. This is important, as they may have selflimiting expectations that need to be addressed but that need handling sensitively.
Implications for research
There is a need for primary research on the acceptability of physical activity for older adults in low SES environments to ensure that possible factors of acceptability specific to this demographic are not overlooked. Low SES older adults would particularly benefit from increased physical activity, and are less likely to engage in leisure time physical activity (Hallal et al., 2012) . Investigating why older adults perceive themselves as active when they are not, or believe that their daily living tasks are sufficient for health benefits, may help to identify strategies to address the low value placed on engaging in physical activity. Establishing whether there is a social component to this, such as friends, family and even health professionals compounding these beliefs, would also be pertinent. More qualitative research is needed into older adults' experiences of using BCTs within physical activity interventions to establish how to optimize acceptability. This would be aided by clearer reporting of use of BCTs within studies.
Conclusion
Perceived value and enjoyment are key factors relating to older adults' acceptability of physical activity interventions. Social interaction seems fundamental to enjoyment for many whereas functional and psychosocial benefits seem to outweigh long-term health benefits for older adults in terms of value of physical activity. First-hand experience allows older adults to judge for themselves the personal benefits they can obtain from engaging in physical activity and a tailored collaborative approach to increasing engagement in physical activity may be more effective within the older adult population. Delivery and support both during and after an intervention can affect this experience and therefore impact on the perceived value and enjoyment of engaging in physical activity.
